Endometriosis is a disease seen in women at reproductive age, characterised by extrauterin localization of endometrial tissue. Colonic endometriosis rarely causes acute mechanical intestinal obstruction (AMIO). It can also be presented with pelvic pain, dyspareunia, tenesmus, painful defecation related with menstrual cycle. In the literature 3-37% gastrointestinal location was reported and AMIO was observed in 7-23% of these cases. There are only a few cases of mechanical obstruction related with sigmoid endometriosis mimicking colon malignancy. In this paper our purpose was to report a case of a 40-year-old patient with AMIO developed secondary to colonic endometriosis with review of literature. The patient was discharged with full surgical recovery after Hartmann procedure was performed and pathological diagnosis was determined as endometriosis. At post operative sixth month colostomy closure and bilateral oophorectomy was performed with patient's will. The patient was discharged with surgical recovery and is still regularly followed up. Endometriosis is a gynecological disease that can occur in all organ systems even though the most common location is the overs. Gastrointestinal located endometriosis should therefore be kept in mind in the etiology of AMIO in women at reproductive age and the related symptoms should be questioned in differencial diagnosis.
INTRODUCTION
Endometriosis is a disease characterised by extrauterin localization of endometrial tissue. Environmental toxins, genetic predisposition, retrograd menstruation, stem cells, mullerianosis, coelomic metaplasia, neural growth, vasculogenesis and autoimmunity are thought to be responsible in the pathophysiology of endometriosis. [1, 2] While the major symptom of the disease is pelvic pain; dysmenorrhea, dyspareunia, dysuria, infertility and chronic pelvic pain can be observed. 20-25% of patients are also reported to be asyptomatic. [3] Endometriosis is mostly seen in young women in their 30s and 40s. In the literature it was shown that although endometriosis was mostly localized in overian tissue with 55-75%, it can also be seen in fallopian tubes, anterior and posterior cul-de-sac, broad and round ligaments of the uterus, peritoneal cavity, previous operation scars, umblicus, vagina, gastrointestinal tractus, breast tissue and even in the eyes. [4] In the literature 3-37% of gastrointestinal location was reported and acute mechanical obstruction (AMIO) clinic was observed in 7-23% of these cases. [5] In the diagnosis of endometriosis, laboratory findings such as CA125, estradiol, progesteron levels; imaging methods like ultrasonography and magnetic resonance imaging; diagnostic laparoscopy and biopsy are commonly used. [6] Treatment methods consist of hormonotherapy, analgesic medications, neural therapy and in vitro fertilisation in infertile patients. Also in selected cases surgery is an option. [7] In this paper our purpose was to report a case of AMIO developed secondary to colonic endometriosis with review of literature.
CASE REPORT
40-year-old female patient came to emergency service with complaints of progressive diffuse abdominal pain, distension, nausea, vomiting, inability to pass gas and constipation for 4 days. Physical examination revealed diffuse abdominal tenderness, distension and decreased bowel sounds. Ampulla recti was found to be empty in rectal physical examination. Leukocytosis (15.000/µl) and high CRP levels (15.13 mg/dL) was detected. Intravenous contrast-enhanced abdominal computed tomography was performed after air-fluid levels were observed in standing direct abdominal graphy ( Fig. 1a-c ).
Nasogastric decompression and fluid resuscitation were given to the patient who had AMIO clinical findings. As the clinical findings were not regressed despite medical treatment, the patient was operated under emergency conditions. Peroperatively small intestines were observed to be extensively dilated and edematous. 100 cc reactional free fluid was detected and aspirated from the intra abdominal Ulus Travma Acil Cerrahi Derg cavity. It was observed that uterus was extensively adhered to surrounding tissues and sigmoid colon had formed a gato with the uterus (Fig. 2) . The sigmoid colon mass that was seperated from the uterus was resected totally with clean surgical margins with respect to oncological principles. The procedure was terminated with Hartmann procedure after milking to reduce the distension. Peroperative gynecological consultation was taken and no additional gynecological interventions were needed.
In the macroscopic examination of the resected material, a 3.5 cm cream-white mass lesion with hemorrhagic cystic spaces, extending to the serosa with a firm mucosa, that caused peritoneal surface contraction, thickened the wall and almost totally narrowed the lumen was observed. In the microscopic examination fibrosis in serosal lipid tissue with endometrial gland and stromal tissues in submucosa, muscularis propria and serosa with hemosiderin-laden macrophages under healthy colon mucosa was observed. The pathological diagnosis of the sigmoid colon resection material was determined to be endometriosis and reactive lymphoid hyperplasia was detected in 11 lymph nodes (Fig. 3a, b) .
Fluid -electrolyte replacement, analgesia and antibiotherapy were administered. Oral diet was started at post operative day 2 after detection of viable colostomy and fecal discharge. At post operative day 3, dyspnea, tachycardia and saturation drop were observed. No intraabdominal pathologies were detected. Cardiac and pulmonary examinations revealed athelectasia and pneumonic consolidation. Chest disease specialist consultation was taken and patient's complaints were relieved after medical treatment. The patient had no additional complaints and was discharged from the hospital at post operative day 7 with full recovery. Dienogest (Visanne ® ) 2 mg pills were administered to the patient according to gynecological consultation. After medical controls at post operative sixth month colostomy closure and bilateral oophorectomy was performed with patient's will. The patient was discharged with surgical recovery and is still regularly followed up in general surgery and gynecology clinics.
DISCUSSION
Acute mechanical intestinal obstruction is one of the most common causes of acute abdomen and is mostly caused by adhesions, malignancies or intestinal herniations. It is usually presented with nausea, vomitting, colic abdominal pain, and abdominal distension. [8] Although rare, there are a few reported cases of AMIO caused by colonic endometriosis reported in the literature and especially in young female patients it should be kept in mind as an etiological factor. [9] As colonic endometriosis does not have pathognomonic symptoms like other gastrointestinal pathologies, it can interfere with diagnoses such as irritable bowel syndrome, inflammatory bowel diseases, ischemic colitis or even malignancy. [10] In our case the etiological cause was determined with histopathological examination.
It was reported in the literature that laparoscopic segmentary resection and anastomosis following decompression with endoscopic stenting could be performed to avoide stoma in cases presented with AMIO caused by colonic endometriosis. [11, 12] In our case, colonoscopy was not performed because the patient had progressing acute abdomen findings.
Although gastrointestinal localization is rare in literature, it has been reported that it is most commonly found in rectosigmoid colon, and it is reported that women with intestinal endometriosis can be presented with severe abdominal pain due to intestinal motility. [13] In our case we also found that endometriosis was sigmoidal.
The clinical presentation of colonic endometriosis simulates colonic carcinomas with imaging findings such as intestinal wall thickening and intraoperative macroscopic findings such as adhesive mass lesions. Therefore, radical resection is required during operation. [14] Our case was made for the resolution of the emergency pathology, but the proximal, distal and radial surgical margins were established at appropriate width and a perioperative gynecology consultation was performed.
In vitro fertilization (IVF) therapy is tried in appropriate female patients with infertility but symptomatic exacerbations can be detected in this patient group according to organ or tissue in which endometriosis is placed. Seyer-Hansen and colleagues retrospectively screened the cohort of 76 patients. Nine patients had bowel-related symptoms and 2 had colonic AMIO. IVF therapy was terminated in all 11 patients. [15] As a result; endometriosis is a gynecological entity capable of holding all organs and gastrointestinal placement should be kept in mind in the etiology of AMIO, especially in female patients in the reproductive period. However, in addition to case reports identified in the relevant literature on this subject, there is a need for serials and reviews with a large number of patients.
